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November 20, 2006

Nancy Hines, Administrator
Streamside Assisted Living
1355 Edgewater Circle
Nampa, ID 83686

Dear Ms. Hines:

On November 13, 2006, a initial licensure survey was conducted at Streamside Assisted Living. The
facility was found to be providing a safe environment and safe, effective care to residents.

The enclosed form, stating no core issue deficiencies were cited during the survey, is for your records
only and need not be returned.

Should you have any questions about our visit, please contact me at (208) 334-6626.
Sincerely,
%&u»%\
JAMIE SIMPSON, MBA, QMRP
Supervisor
Residential Care Assisted Liviing Program
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The residential care/assisted living facility was
found to be in substantial compliance with the
Rules for Residential Care or Assisted Living
Facilities in ldaho. No core issue deficiencies
were cited during the Initial health survey
conducted at your facility. The surveyors
conducting the initinal health survey were;
Karen McDannel, RN,
Team Coordinator
Health Facility Surveyor
Patrick Hendrickson, RN.
Health Facility Surveyor
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